A 30-year-old Caucasian woman with history of chronic active systemic sarcoidosis for 14 years, presented at our dermatology department complaining of recurrent ulcerative papules and nodules that had begun four years ago. Sarcoidosis, involving the lungs, lymph nodes, kidney (interstitial nephritis), skin (panniculitis) and eyes (uveitis), was diagnosed by ganglionar and renal biopsy and treated with oral steroid and methotrexate. The papules, located mainly on palms but also on legs and gluteal area, became ulcerated and tend to self-resolve within some weeks, leaving a scar whilst new self-resolving lesions appeared ( Figure 1 ). Biopsy showed a diffuse atypical lymphocytic proliferation involving the papillary dermis, the reticular dermis and the subcutaneous tissue. 
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